*On sale by the Superintendent of Documents, United States Government Printing Office, Washington, D. C. 20402-Stock No. 1727-00035, Price $6.95. Circulation, Volume XLIX, March 1974 contribute significantly to the establishment of quality programs and medical facility standards. It was hoped that bringing this clinician's "point of view" to bear on the development of resources might aid in the more rational planning of hospital programs and, where appropriate, the development of cooperative relationships between hospitals.
To accomplish its purpose the Commission marshalled the experience and wisdom of 200 of the country's leading experts in cardiovascular diseases and a wide range of related and essential disciplines. Twenty-nine national medical organizations with special interests in this field actively participated in the work of the Commission. The American Heart Association has served as the fiscal and administrative agent and together with the American College of Cardiology it has played a leading role in organizing and guiding the Commission's work.
It was understood from the beginning that the contract for the Commission provided only for the guidelines and did not provide authority, staff or finances for "implementation" of its recommendations. Implementation was to be a function of national, regional, local and hospital planning groups-both governmental and voluntary.
The objective then has been to prepare comprehensive guidelines defining the resources, human and material, necessary for the provision of optimal facilities and programs for the prevention and treatment of cardiovascular diseases. Each report considers those components of the medical environment and those resources most relevant to the cardiovascular diseases within its area of concern.
These include: coronary heart disease, hypertensive heart disease, atherosclerosis, pulmonary heart 387 disease, congenital heart disease, rheumatic fever and rheumatic heart disease, cardiomyopathies, peripheral vascular diseases, medical instrumentation, radiology and cardiovascular surgery. For each category specifications are suggested for physical plant, equipment, staff composition and training, supporting services, case loads, quality controls and administrative and professional arrangements within hospitals and between hospitals in communities and regions. It is recognized that while levels of achievement toward meeting such goals may vary from one community to another, optimal guidelines will serve to set the sights for the best obtainable programs under existing circumstances while encouraging efforts to achieve higher results in the future.
The Commission has concentrated on bringing all clinical knowledge and research findings into focus for this effort. It is clear that the foundation of all progress in medicine must rest on research-basic and clinical. Research advances in medicine which sit on the shelf, so to speak, may be satisfying to the scientist, much as the solving of a complicated chess problem, but until they are transmitted in usable form for the benefit of mankind they will not have achieved their ultimate fulfillment.
For a proper and balanced understanding of resource requirements for the delivery of quality cardiovascular care the medical administrator and planner must develop close ties with the experienced clinician. This will help minimize the errors so frequently seen when planners do not use this source of information. Thus, the key that opens the door between research and patient care and the design of optimal facilities and programs is communication. This must be maximum at every level between the research scientist and the practicing clinician and of special importance, thence, to the physicians or laymen responsible for facility and medical planning. The Commission has kept these fundamental premises in mind throughout the past four years and its reports reflect this philosophy.
Each set of reports covers the stages of prevention, acute care and long-term care. They also consider the need for new health programs to be developed in relation to total community or regional needs for resources. The concept of stratified medical care proposed in these reports should aid in the direction of charitable as well as governmental funding in order to provide balanced optimal care at each level.
In this context, stratified medical care means that medical facilities within a community or region are organized into a system consisting of various levels of capability. Each hospital assumes an appropriate "mission" consistent with its community's needs. The resources of each facility depend on this predetermined role within the system and, therefore, are not identical in all institutions. Development of such a system requires organized community and regional planning for effective coordination of all components so that the combination of resources provides the best comprehensive cardiovascular care attainable under existing circumstances. It is not intended that differentiation of function should result in the deprivation of community hospitals and other health facilities. Rather, each level of technical capability is essential to the care of the cardiovascular patient and worthy of equally well-developed and supportive programming.
It is important to emphasize that the Commission's reports have been developed independently by its membership and that the recommendations represent the thinking of both members and consultants and are not the product of the Commission's staff, although the staff did supply organization, challenging concepts, critiques, and major editorial assistance. The authors of the reports did their own thinking and much of their own writing. This is stressed because with the lack of specific data in some areas, recommendations such as these, by necessity, are based on judgment. They represent, however, the judgment of many of the most knowledgeable leaders in the field of cardiovascular medicine.
While several characteristics distinguish the ICHD as an unusual if not a unique undertaking in medical resource planning and standard setting, one of special significance is that every physician serving the Commission is a front-line clinician of distinction and achievement. At the same time, most hold high academic appointments. Here are planners who, as a result of their own experience, have a sound awareness of both the possibilities and the limitations of present day medical technology. They understand the essential requirements of high technical cardiovascular care and are, therefore, uniquely qualified to determine from the clinical viewpoint the resources and systems necessary for the delivery of such care.
Because the reports define resources and resource systems essential to the delivery of quality cardiovascular care, they can be adopted to a variety of practice settings and should be of value to all who Circulation, Volume XLIX, March 1974 388 EDITORIALS are involved with medical planning, including state health departments, hospital review and planning councils, comprehensive health planning agencies, health administrators and boards of trustees and chairmen of hospital and medical school departments. Practicing clinicians will also find this volume a source of much valuable information.
These reports attracted wide attention when they appeared in Circulation and other publications and more than 250,000 reprints have been distributed. The response suggests that there is an urgent need for this type of information. Requests for guidance and consultations have come in ever increasing numbers to the ICHD office. Much remains to be done, however, to increase their dissemination and utilization among those who play key roles in the design of hospitals and medical care programs. The Commission will continue to revise these documents so that they will remain 389 viable in the future. This review and updating process is already underway and includes the consideration of new scientific knowledge, the development of more refined and verifiable measures of quality care and especially of the problems that will inevitably arise as the guidelines are used for planning in communities.
With increasing frequency, such laymen as legislators, trustees and managers are being called upon to enter into decision making in matters concerning medical resources and their utilization. As these disciplines bring fresh viewpoints into medical care programs, now more than ever before, it is essential that a linkage of communication be firmly established at all levels, federal, regional and local between related disciplines. The ICHD has taken an important step in this direction.
